Patient History Questionnaire

South Hills Family Eye Care - Draper, UT

Name Today’s Date: / /

Address Date of Birth: / /
Home Phone: ( ) -

Email Address: Cell Phone: ( ) -

Occupation/Employer: Last Eye Exam (MM/YY):

Hobbies: Last Medical Exam :

How did you hear about us? Medical Doctor:

Your Medical History Medical Doctor’s Location:

What medicines are you allergic to?

List all medications you currently take (including over the counter):

List all major surgeries and/or hospitalizations you’ve had:

Do you have any current or chronic problems in the following areas?

No Yes ? No Yes ?
Constitutional Vascular/Cardiovascular
Fever, weight change u u a Diabetes u u a
Cancer a a Q Heart Disease a a a
Integumentary High Blood Pressure a a a
Skin a a a High Cholesterol a a a
Neurological Gastrointestinal u u a
Headaches (] (] a Genitourinary (] (] a
Migraines a a a Bones/Joints/Muscles a a a
Seizures u u a Lymphatic/Hematologic
Respiratory Anemia (] (] a
Asthma a a a Bleeding Problems a a a
Chronic Bronchitis a a a Allergic/Immunologic a a a
Emphysema [ [ a Psychiatric
Ears, Nose, Mouth, Throat Depression d d a
Allergies/Hay Fever a a a Other Disorders a a a
Dry throat/Mouth a a a Endocrine
Chronic Cough (] a a Thyroid/Other Glands a (] a
If you answered YES to any of the above or have a condition not listed, please explain:
Women only: Are you pregnant and/or nursing? Uno Wyes If so, how long?
Your Social History No Yes How much/often?
Do you smoke? a d Have you been exposed to gonorrhea,
Do you drink alcohol? a a syphilis, HIV, or hepatitis? Wno W yes

Do you use illegal drugs? U d

Do you drive? a QO  Describe any visual difficulty when driving:

Please complete both sides and return the completed form to the front desk.



Your Eye History
Why did you come to the eye clinic today?

Do you wear glasses? Uno Qyes Ifyes, how old are your glasses?

Do you wear contact lenses? Uno yes Ifyes, how old are your present lenses?
Brand of contact lenses: How often do you sleep with contacts in?
Brand of contact solution: How often do you replace your lenses?

Do you have any current or chronic problems with the following symptoms?

No Yes No Yes
Loss of Vision a (. Foreign Body Sensation Q a
Blurred Vision Q Q Excess Tearing/Watering O a
Distorted Vision a a Glare/Light Sensitivity a a
Loss of Side Vision a a Dryness Q (
Double Vision a d Mucous Discharge Q a
Eye Pain or Soreness a a Redness Q a
Eyelid Bumps/Swelling a a Sandy or Gritty Feeling a a
Flashes/Floaters in Vision a a Itching Q a
Tired Eyes a a Burning Q a

List any eye surgeries or procedures you have had:

Indicate which of the following eye conditions that you have ever had:

U Crossed Eyes U Glaucoma U Cataracts U Drooping Eyelid
U Lazy Eye O Retinal Disease Q Eye Injury U Eye Infection
Your Family History
Mark relatives diagnosed or treated for the following conditions:
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Blindness a a a a a a a a a (] a
Cataract a ] a a a a a a a a a
Crossed Eyes a a a a a a a a a a a
Glaucoma O 0O O 0O O o 0o o o o o
Macular Degeneration QO a a a a a a a a a ]
Retinal Detachment QO 0O QO O o o o o o o o
Arthritis O 0O O 0o O o 0o o o o o
Cancer a a a a a a a a a (] (]
Diabetes a ] Q (] (] a g a d a g
Heart Disease a ] Q (W a (] ] (. a (] ]
High Blood Pressure a a a a a (] a (. a (] (]
Kidney Disease a a a a a a a a a a a
Lupus a (] Q (W (] (] ] (. a (] ]
Thyroid Disease a a a a a a a a a (] (]
Other a ] a a a a a a a a a

Please complete both sides and return the completed form to the front desk.



